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Reply
We agree with Dr. Olde Nordkamp and colleagues that careful
history taking remains crucial for appropriate risk stratification and
management of patients with long-QT syndrome (LQTS) (as well
as other subjects with unexplained syncope). As Dr. Olde Nord-
kamp and colleagues note, this point was also emphasized in our
report in our discussion of the clinical implications of our findings
(1). However, we think that the comment regarding the fact that
the vast majority of syncopal episodes in patients with LQTS are
associated with a vasovagal mechanism may mislead readers to
underestimate the clinical importance of the development of
syncope in patients with LQTS. In this regard, it is important to
note that the sources Dr. Olde Nordkamp and colleagues cite
regarding a high frequency (41%) of syncopal episodes in general
population (obtained from questionnaire data in a relatively small
sample of medical students) may be an overestimation, as data
from other studies suggest that the frequency of syncope before age
18 years is much lower (approximately 15%) (2,3). Furthermore,
estimation of the frequency of vasovagal syncope in nonselected
patients is difficult, because in most studies, these events are not
thoroughly investigated, and this information may not take into
account the true penetrance of LQTS (or other arrhythmogenic
disorders) in the general population (4).
Information regarding the circumstances of syncopal events in
patients with LQTS in the registry was obtained prospectively and
carefully validated by study specialists. Our data consistently show
that among patients with LQTS, syncope is the most powerful
predictor of subsequent fatal or near fatal events. Importantly, the
present study shows that children and adolescents with LQTS who
experienced syncope had a pronounced 7- to 15-fold increase in
the risk for subsequent aborted cardiac arrest of sudden cardiac
death (1). These findings contrast those in the general population,
in which vasovagal events were shown to be associated with a
benign clinical course (3), and strongly suggest that the majority of
syncopal episodes in patients with LQTS should be considered
arrhythmic in nature until proven otherwise.
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Surgical Ablation for
Atrial Fibrillation
Not All Energy Sources
Are Created Equal
We read the recent report by Onorati et al. (1) with great interest.
We agree with the investigators that the effect of surgical lesion
pattern has been poorly investigated and had hoped that this report
would clarify the success of different lesion patterns in patients
undergoing concomitant surgery for atrial fibrillation. Unfortu-
nately, we believe that the report has several inherent flaws that
make the results inconclusive.
Most important, the left atrial group combined patients whose
lesions were created using different types of energy sources. Myriad
new ablation technologies have been introduced in the past decade,
and the ability of each to create transmural linear lesions varies.
Bipolar radiofrequency (RF) ablation appears more reliable in
creating transmural lesions than monopolar RF ablation (2). The
most likely reason that a change from monopolar RF to bipolar RF
ablation occurred after December 2003 was the improvement in
technology and thus outcomes. Fourteen of 32 patients undergoing
the limited approach had lesions created using monopolar RF
ablation. The “extensive” approach began in August 2004, after
bipolar RF ablation was introduced. This suggests that the
outcomes were inherently biased toward the “extensive group,” the
group with the better energy source. Even in the 18 patients who
underwent left atrial with bipolar RF ablation, the freedom from
atrial fibrillation in this series was 53%. We recently reported our
results in 175 patients using a left atrial–only approach, with
freedom from atrial fibrillation of 81% (3). It is difficult to account
for this disparity in results.
We congratulate Onorati et al. (1) for attempting to address a
ritical question: Does a more extended lesion set improve sinus
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procedures and energy sources, the question remains unanswered.
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Reply
We are grateful to Drs. Lee and McCarthy for their interest in our
report (1). They raise several important issues and wonder whether
the enrollment of patients undergoing either monopolar or bipolar
radiofrequency (RF) ablation in the “limited” group might have
worsened the results (1).
In August 2004, we substituted monopolar with bipolar RF
ablation because of the suggested easier and more reproducible
achievement of transmural lesions due to the “real-time” measure-
ment of tissue impedance (1). However, it has not yet been
demonstrated that tissue impedance directly parallels the depth of
the lesion or that it results in definitive conduction blocks (2).
Indeed, some percentage of recurrence is continuously reported
even after bipolar RF ablation, underscoring the risk for an
incomplete conduction block with the latter technique (3). How-
ever, the ability of monopolar RF ablation to induce definitive
conduction block is suggested by some percentage of success, even
on long-term follow-up (3). Furthermore, monopolar RF ablation
is not proven to predict recurrences (3). In view of this controver-
sial issue, we reach the conclusion that the problem is related to the
electrophysiological substrates rather than the effectiveness of
transmurality, which should be achievable with both energy
sources and considered a pre-requisite for any ablative procedure.
Furthermore, if a grossly normal right atrium is capable to support
only 1 macro–re-entrant circuit (corresponding to the right atrial
flutter wave), an enlarged or stretched right atrium (as in patients
with mitral and/or tricuspid disease, pulmonary hypertension, and
so on) may harbor 2 or more simultaneous macro–re-entrantcircuits (4). In these cases, atrial fibrillation of right origin may
recur, even after a right atrial flutter lesion, and certainly after
isolated left-sided ablations (4). Accordingly, most experiences
support a biatrial approach instead of the isolated left-sided
approaches (4).
We are aware that our study had the well-recognized limitations
related to its nonrandomized design and to the “growing” or
“ongoing” experience perspective, whereby different surgical tech-
niques were applied in different time periods. However, we
overcame these limitations with statistical analysis using propensity
score matching and by subgroup analysis investigating the 5
different techniques, which confirmed that isolated bipolar left
ablation achieved worse results than biatrial approaches. Moreover,
to further avoid the risk for a “learning curve” effect, the last 10
patients of the “limited” approach were compared with the first 10
patients of the “extensive” approach, leading again to the conclu-
sion that superior results were achieved after biatrial approaches.
We agree with Drs. Lee and McCarthy that the role of ablation
in curing atrial fibrillation remains a “hot topic” warranting further
research in view of the complexity of the issue and the persistent
scarcity of data.
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